IMPORTANT advances have been made in the diagnosis and treatment of congenital heart disease (CHD) in early infancy. Accurate diagnosis is now possible in the first days or even hours of life. Operation is also possible at this early age and very often it provides the only chance for survival. The risk of conservative treatment often exceeds the risk of the operation. An aggressive approach to the diagnosis and treatment of CHD is dictated by statistics. The estimated incidence of CHD is 6-8/1000 live births. About 500o of the children born with CHD die before their first birthday unless effectively treated. The achievements in the treatment of CHD in infancy are the result of the combined efforts of paediatricians, cardiologists, surgeons, anaesthetists and nurses. Many other specialists and technical staff contribute to the diagnosis and treatment.
The experience of the Thoracic Unit, Hospital for Sick Children at Great Ormond Street, forms the basis of this report (unless otherwise stated). Table 1 shows the overall experience with surgical procedures in infancy and it also indicates the proportion of patients requiring surgery early in life (under the age of 12 months). Although palliative procedures were for a long time preferred in small babies, the total number of corrective procedures under the age of 1 year increases progressively. Figure 1 shows the overall experience with by-pass surgery under the age of 1 year. It demonstrates the improving chances of infants submitted to open-heart surgery in recent years. (Hoffman & Rudolph, 1965 . Early results of VSD closure, especially in the presence of pulmonary hypertension were discouraging (Hallman, Cooley&Bloodwell, 1966 (Tawes et al., 1969a) . Many patients with coarctation of the aorta present in heart failure in the first weeks of life.
Of a total of 445 operated children, 238 (53%o) were younger than 1 year.
Operation
The coarcted segment is resected and an end-toend anastomosis using 6-0 silk performed. Continuous suture is interrupted a few times anteriorly to allow for growth. In our series of 238 infants operated for coarctation of the aorta, a synthetic graft has never been required.
Results
The mortality rate of patients treated medically can be high (Mortenson et al., 1959, 64%; Sinha et al., 1969, 88%) . At present 60% of infants survive the operation, while in the years 1953-62, survival rate was only 20% in our series. The significance of associated lesions is again obvious in this group.
Of eighty-eight infants dying after the operation for coarctation of the aorta, 97 % had additional cardiac lesions (Tawes et al., 1969b (Bonham-Carter, 1971 The survival rate after total correction in older children has much improved in recent years. Mortality under 3/o has been reported by Kirklin & Karp (1970), Hawe et al. (1969) , Vathayanon et al. (1968) (Rashkind & Miller, 1966) gives a better result (Tynan, 1971) than surgical septostomy and it also makes the subsequent corrective procedure easier. Balloon septostomy is performed during cardiac catheterization by passing a special catheter through the foramen ovale to the left atrium. The balloon at the tip of the catheter is then inflated and pulled back to the right atrium. The septum is torn and equilibration of atrial pressures with increased atrial shunting is achieved. Various techniques for surgical atrial septectomy were described and used, but now we prefer balloon septostomy.
Total correction (Mustard, 1964) Total correction is now available at a later age (Rastelli, Ongley & McGoon, 1969 (DORV) Pulmonaryartery bandingis indicated for patients in heart failure. If pulmonary stenosis is present a systemic to pulmonary artery shunt is performed and total correction usually delayed until after the age of 5-7 years.
Other rare malformations, such as Ebstein's anomaly, congenital mitral stenosis, congenital mitral incompetence, triatrial heart, anomalous origin of a coronary artery, tumours of the heart and others, will not be discussed in this paper.
